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KEY FACTORS TO SUCCESSFUL ADHERENCE 
TO DIETARY MODIFICATIONS FOR PATIENTS 
WITH CORONARY HEART DISEASE – a literature 
review 
 
The purpose of this thesis was to find out what are the key factors that make a patient with 
coronary heart disease adhere to the nutritional modifications in cardiac rehabilitation using 
research articles produced in the years 2006-2016. 
This thesis was produced as a literature review. The process was as systematic as possible 
following the literature review guidelines from textbooks. Studies were searched using search 
terms “coronary heart disease” and “dietary adherence” using nursing internet databases; 
Cinahl Complete, PubMed, Medline (Ovid), EBSCOhost and Emerald Insight. After the search 
process and analysis the literature review was produced using 16 studies and research articles.  
The results of this literature review could be divided into two major categories. Patients with 
coronary heart disease adhere to dietary modifications best when they receive information; 
patient education about the disease, symptoms and lifestyle changes. Other significant result 
was in the psychology of a patient. Motivated patients were more willing and compliant to the 
lifestyle changes. In addition social support had a meaning in the adherence to care. There 
were three enabling and preventing forces. Enabling forces to adherence were fear of death, 
determination and self-control. Preventing factors on the other hand were need for additional 
support, lack of motivation and poor recall of information. 
Conclusions from this literature review were that patients with coronary heart disease need 
information about the disease, symptoms and healthy diet and lifestyle in cardiac rehabilitation. 
For healthcare professionals this literature review acts as a guide which includes information 
that can benefit patient education. For future studies on the subject this literature review can 
act as a starting point. Understanding the adherence to dietary modifications of coronary heart 
patient needs more studying. 
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AVAINTEKIJÄT 
SEPELVALTIMOTAUTIPOTILAIDEN 
ONNISTUNEESEEN RAVINTOMUUTOKSEEN - 
kirjallisuuskatsaus 
 
Tämän opinnäytetyön tarkoituksena oli selvittää, mitkä ovat ne tärkeät tekijät, jotka saavat 
sepelvaltimotautipotilaan sitoutumaan ravintomuutokseen sydäntautipotilaan kuntoutustyössä 
käyttäen vuosina 2006–2016 aikana tehtyjä tutkimuksia. 
Opinnäytetyö toteutettiin kirjallisuuskatsauksena. Prosessi oli mahdollisimman systemaattinen 
seuraten oppikirjojen ohjeistuksia kirjallisuuskatsauksen tuottamisesta. Tutkimuksia etsittiin 
hakusanoilla ”coronary heart disease” ja ”dietary adherence” käyttäen sairaanhoidon artikkelien 
internet-tietokantoja; Cinahl Complete, PubMed, Medline (Ovid), EBSCOhost sekä Emerald 
Insight. Hakuprosessin sekä analyysin jälkeen kirjallisuuskatsauksen tuottamiseen valikoitui 16 
tutkimustyötä. 
Kirjallisuuskatsauksen tulokset voitiin jakaa kahteen isompaan kategoriaan. 
Sepelvaltimotautipotilaat sitoutuivat ravintomuutokseen parhaiten kun he saivat tietoa; 
potilasohjausta taudinkuvasta, oireista sekä elämäntapamuutoksista. Toinen merkittävä tulos 
oli potilaiden psykologiassa. Motivoituneet potilaat olivat valmiimpia sekä sitoutuneempia 
elämäntapamuutoksiin. Lisäksi sosiaalisella tuella oli merkitys hoitoon sitoutumisessa. Kolme 
tukevaa tekijää olivat kuolemanpelko, päättäväisyys sekä itsekuri. Ehkäiseviä tekijöitä 
muutokseen olivat tarve laajempaan tukeen, huono motivaatio sekä muistamattomuus.  
Tästä kirjallisuuskatsauksesta pääteltiin että sepelvaltimotautipotilaat tarvitsevat 
kuntoutustyössä tietoa taudista, sen oireista sekä terveellisestä ruokavaliosta ja 
elämäntavoista. Terveysalan ammattilaisille tämä kirjallisuuskatsaus toimii oppaana, jonka 
sisällön tiedostamalla potilasohjaus voi kehittyä. Tulevaisuuden tutkimustyötä varten tämä 
kirjallisuuskatsaus voi toimia aloituskohtana. Sepelvaltimotautipotilaan hoitoon sitoutumisen 
ymmärtäminen vaatii lisää tutkimusta. 
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1 ABBREVIATIONS  
 
AHA = American Heart Association 
BMI = Body Mass Index 
CHD = Coronary heart disease 
LDL = Low Density Lipoprotein 
WHO = World Health Organization 
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2 INTRODUCTION 
 
Coronary heart disease is a slowly progressing condition where oxygen-rich 
blood supplying vessels of the myocardium start to accumulate atherosclerotic 
matter inside the inner lining of the artery, tunica intima. This matter or plaque 
consists of vascular smooth muscle cells, inflammatory cells with lipid and 
collagen (Jackson 2008). Over time this accumulation may start restricting 
blood flow to the myocardium, in the worst case scenario, causing myocardial 
infarction and death. It has normally been identified as a lifestyle disease of the 
higher income western countries (Figure 1) with their lifestyle of poor nutritional 
value, lack of exercise and the use of alcohol and tobacco products.  In the past 
decades with the rising economics and quality of life in the developing countries, 
coronary heart disease alongside with other cardiovascular diseases have 
started to affect more and more people being the number one cause of death 
worldwide in 2012. (WHO 2014.) (Figure 1)  
Coronary heart disease related deaths in Eastern Finland have decreased by 
82% among men and 84% among women between years from 1969-1972 to 
2012 and it is mainly due to primary prevention of high serum cholesterol levels, 
management of high blood pressure and cessation of tobacco smoking 
(Jousilahti et al. 2015). Therefore, it is important that nurses know what the 
factors influencing a successful care intervention are when working with 
patients suffering from coronary heart disease. 
The purpose of this literature review is to gather and synthesize the key factors 
that make patients with coronary heart disease adhere to their diet using studies 
that have been made between the years 2006 to 2016. This review will 
concentrate on studies that discuss adherence to dietary changes since dietary 
choices function in all levels of prevention long before medication therapy is 
needed.  
The research question for this review is: “What are the enabling and preventing 
factors for dietary adherence?” 
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 Figure 1. Leading causes of death in high income countries (above) and total (below) in 
2012. 
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3 RISK FACTORS OF CORONARY HEART DISEASE 
 
Before deciding a treatment method there should always be a risk assessment 
made of the patient. Finding the risk factors for each individual will facilitate the 
following care and is beneficial to prognosis of the disease. Käypä hoito (2013.) 
lists the following as risk factors for coronary heart disease (Table 1): 
Table1. Risk factors of CHD:  
Age  
Diabetes Mellitus x 
Hyperlipidemia x 
Hypertension x 
Obesity x 
Genetic factors  
Lack of exercise x 
Tobacco consumption x 
Symbol (x) indicates a risk factor that is modifiable. 
 
Table 1 clearly shows that most of the risk factors related to CHD are indeed 
modifiable and further, are modifiable through lifestyle changes. Patients might 
also have multiple risk factors during the assessment. High BMI has been found 
to correlate with high systolic blood pressure (Rosendorff 2014). Also 
comorbidities such as Diabetes mellitus and renal dysfunction in the form of 
chronic kidney disease have been found to increase risk if there is elevation of 
blood pressure or metabolic syndrome.  
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4 TREATMENT 
 
Coronary heart disease treatment mostly relies on two aspects: Lifestyle 
changes and treatment of blood pressure and lipids with medications. Drug 
treatment of CHD targets to lower blood pressure and maintain serum-lipid 
levels lower than 5,0 mmol/l for total cholesterol and LDL-levels below 3,0 
mmol/l (Käypä hoito 2013). World Health Organization (2007) states that 
lifestyle changes that lower the risk factors are nutritional changes, physical 
activity, weight control, smoking cessation and lowered alcohol intake. Healthy 
nutrition plays a part not only in primary prevention, but also in secondary and 
tertiary prevention. It is therefore a necessary aspect of treatment protocol 
which only increases its importance the further the disease progresses and 
cannot be underestimated. This is why there is a need to pay attention to it. 
 
4.1 Nutritional treatment  
 
Nutritional changes among other modifiable risk factors related to lifestyle 
choices are the primary method of treatment for coronary heart disease. By 
changing dietary habits, it is possible to lower several risk factors of CHD 
including hypertension, dyslipidemia, waist circumference and overweight. 
“There is a considerable body of evidence regarding the nutritional background 
of atherosclerosis in general and CHD in particular” (WHO 2007). There are a 
few dietary guidelines recommended by healthcare professionals to patients 
with CHD including DASH – dietary approaches to stop hypertension, and 
Mediterranean diet. These two diets might be the best known nutritional 
treatment methods globally. DASH diet is approved by respected American 
Heart Association and the American College of Cardiology. The Mediterranean 
diet on the other hand is the most studied dietary pattern in the prevention of 
CHD. 
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4.1.1 DASH 
 
The DASH diet was developed a couple of decades ago with the funding of US 
National Institutes of Health to be used as a non-medication option to lower 
blood pressure. It mainly consists of applying low sodium intake to the diet along 
with high consumption of fruits and vegetables and low-fat or non-fat dairy 
products. Also whole grain products are highly favored in this diet type. 
(dashdiet.org 2016.) DASH diet has been scientifically tested and has proven 
its blood pressure and other CHD risk factor lowering capabilities. (Paula et al. 
2015; Fitzgerald et al. 2013) DASH diet is recommended by AHA and The 
American College of Cardiology. 
 
4.1.2 Mediterranean diet 
 
The other, possibly better known dietary pattern is the Mediterranean diet. It 
follows the same principles as the DASH diet: favoring fruits, vegetables and 
low fat dairy. Also limiting the amount of red meat and trading saturated “hard” 
fats to unsaturated fats such as olive oil. The Mediterranean diet has also been 
proven to reduce risk factors of CHD (Bo 2016). This has been achieved by 
lower blood pressure, lower LDL cholesterol levels and weight loss (Eguaras et 
al. 2015). A diet pyramid can be seen in figure 2. Products that appear in the 
bottom of the pyramid should be favored and used frequently, whereas at the 
top are the foods that should be limited to once-a-month consumption: 
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Both of the diets aim to lower the amount of dietary sodium, balance the serum 
cholesterol levels and add dietary fiber. High sodium intake is now known to 
raise blood pressure and put normotensive individuals at risk of developing 
hypertension (Takase 2015). Changing the consumed “hard” dietary fat to 
unsaturated types is known to reduce LDL cholesterol levels in the blood. 
Similarly, the benefits of high high-density lipoprotein serum levels are well 
known. Whole grain products are favored for their capability of steadily rising 
the blood glucose thus avoiding spikes in daily glucose levels. Whole grain 
products have also shown to lower LDL cholesterol levels. 
 
 
 
Fruits, vegetables, whole grains, 
olive oil, nuts, beans, legumes, 
seeds, herbs, spices 
  Fish, seafood 
Poultry, eggs, 
yoghurt, 
cheese 
Meat & sweets 
Figure 2. Pyramid showing the ingredients in Mediterranean diet. 
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5 PURPOSE OF THE REVIEW 
 
Purpose of this literature review is to gather and synthesize the key factors that 
make patients with coronary heart disease adhere to their diet using studies that 
have been made between the years 2006 to 2016.  
Research question used for this review is: “What are the enabling and 
preventing factors for dietary adherence?” 
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6 METHODOLOGY 
 
By definition a literature review is “a concise summary of the best available 
evidence that address sharply defined clinical questions” (Aveyard 2010). 
Gerrish & Lacey (2013) stated that the aim of a literature review is providing a 
list as comprehensible as possible of primary studies, both published and 
unpublished. In other words, a literature review collects and analyses studies 
that have been made about a topic of interest. This way a reader need not 
access multiple studies to get an overall view of the information. This is 
important especially now when computers and internet have enabled a vaster 
and larger scale supply of knowledge. 
Literature review as a research method in healthcare and nursing is seen as a 
useful tool. Aveyard (2010) rationalizes this by stating that every healthcare 
worker has a professional duty to be up to date with recent developments and 
research that informs their practice. Yet it is nearly impossible for individuals to 
read all of the data provided. The decision of choosing a literature review for 
this subject was the purpose of gathering up-to-date knowledge about key 
factors related to nutritional adherence of patients with coronary heart disease.  
A protocol for writing a literature review normally includes the following: 
background and rationale to the review, review question, inclusion criteria, 
strategies for literature search, quality assessment, data extraction; proposed 
analysis, reporting and dissemination. It also can include members of the review 
team, project timetable and possible costs (Gerrish & Lacey 2013).  
 
6.1 Background and rationale to the review 
 
In the beginning of this writing process the author used a basic protocol for 
literature reviews where it states that first, there needs to be a rationale to carry 
on with the work for a certain subject. Questions to be asked for example would 
be why there is a need for a specific review. The author could not find a literature 
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review that addressed the same subject and with the interest to find more 
knowledge decided to pursue the writing process. 
Several studies have been made about the knowledge of patients with CHD 
which indicated that even though the majority of study subjects have knowledge 
about the risk factors of CHD and how to minimize them, only a portion seem 
to follow the given guidelines. Pinheiro et al. (2014) conducting a survey in 
Brazil found out that in a sample (n=40) of patients, 92,5% answered correctly 
to the questions regarding correlation between risk factors of CHD and lifestyle. 
In addition, 97,5% of the sample correctly answered the questions about proper 
diet recommended for CAD patient. “However, 40.0% of respondents reported 
not properly controlling their diets” (Pinheiro et al. 2014.) Also, results found by 
Elizebeth & Sams (2015) and Österberg et al. (2010) pointed out that patients 
with CHD tend to have knowledge about dietary choices and risk factors for 
CHD. 
These results lead to the interest to find out what are the key factors that make 
coronary heart disease patients adhere to dietary modifications. This literature 
review was commissioned by Turku university of applied sciences. (Appendix 
1) 
  
6.2 Research question 
 
According to Aveyard (2010) a research question for a literature review is 
clearest as a concrete question, either interrogative or declarative. Important is 
also avoiding leading in a question. A question should be as neutral as possible 
without any assumptions. Without much previous knowledge on the subject the 
author could not really assume any results that would occur with this review and 
could stay neutral. While refining a research question, the subject should be 
targeted whilst avoiding too narrow of a subject. (Aveyard 2010.) To narrow 
down the subject the author wanted to include only patients with CHD bearing 
in mind that comorbidities could be covered in more studies than expected. As 
far as vast treatment methods that are used in the prevention of CHD the author 
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wanted to concentrate on dietary treatment. Research question for this literature 
review was “What are the enabling and preventing factors for dietary 
adherence?” 
Using a PICO method is a useful way of determining search terms for a literature 
review and (Gerrish & Lacey 2013) state that “PICO works well for questions 
about healthcare interventions”. Table 2 indicates the basic PICO model and 
also the search term process of this review. 
 
 
Table 2. The PICO method used in this literature review: 
Patient / Problem Patient with coronary heart disease 
Outcome Adherence to dietary changes 
 
Since the main theme of this review is phenomenon rather than an intervention 
the author used “Patient(s)” and “Outcome” without applying “Intervention” or 
“Comparison”. 
In order to avoid too narrow search term coverage, it would be advisable to 
come up with synonyms for the initial terms like in this literature review terms 
“coronary artery disease” and “coronary heart disease” are synonyms. Also 
terms “adherence” and “compliance” or “dietary” and “nutritional” are often used 
interchangeably.   
 
6.3 Inclusion criteria 
 
Inclusion criteria according to Gerrish & Lacey (2013) consists of clear 
documentation about inclusion or exclusion criteria for the search process. 
There has to be well reasoned explanation for each criteria being used. 
Inclusion criteria may consist of language of the studies, their publication date 
and type of publication. (Gerrish & Lacey 2013)  
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For this literature review the author used publication years between 2006 and 
2016. Reason for this was to collect data that is up-to-date and to include 
relevant studies. Other criteria were to search for studies that used either 
English of Finnish as a language due to limited linguistic knowledge of the 
author. Due to insufficient funds only studies with free access were included as 
well as only full texts excluding studies with only free abstracts. The research 
question was precisely limited to patients with coronary heart disease. Studies 
that included patients without the diagnosis were excluded. All type of study 
methods was included for the data collection. Table 3 clarifies the 
inclusion/exclusion criteria for this review. 
 
Table 3. Criteria used to narrow down the literature results: 
Inclusion criteria: Exclusion criteria: 
Studies published between years of 2006-2016 Studies published before year 2006 
Studies in English or Finnish  Studies in other languages than English or 
Finnish 
Free & full text studies Studies with paid access  to the full text or free 
abstracts 
All type of study methods  
 
6.4 Literature search 
 
It is of great importance to outline all sources used during a review as well as 
document thoroughly the search strategy. In a literature review the researcher 
uses highly sensitive search strategies “to ensure that no relevant studies are 
overlooked” (Gerrish & Lacey 2013). 
This literature review used the following electronic internet databases: CINAHL 
Complete, EBSCOhost, Emerald Insight, Medline (Ovid) and PubMed. Search 
begun with the application of search terms and Boolean operators “coronary 
artery disease AND dietary compliance” for each database. After examining the 
search results the author decided that using the aforementioned search terms 
did not give enough studies that were also relevant for the purpose. Eventually 
the search continued by modifying search terms to “coronary heart disease 
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AND dietary adherence”. These search terms were then applied to each 
database with the following results presented in table 4: 
 
Table 4. Results of studies by a searched database: 
Database: Number of studies: 
CINAHL Complete 14 
EBSCOhost 52 
Emerald Insight 40 
Medline (Ovid) 158 
PubMed 324 
    
Next, limiters (Table 3) were applied to the results. These limiters drastically 
lowered the amount of studies available. To find the most relevant data, the 
author proceeded to include or exclude studies first, based on the title and later 
based on the abstract. Finally accepted relevant studies were read completely.  
Table 5 proceeds to indicate this process. 
 
Table 5. Exclusion process by searched database: 
Database: Results with limiters: Included by title: Included by abstract: Included by full text: 
CC 2 2 2 2 
EB 7 1 1 1 
EI 16 4 4 0 
ML 8 1 1 1 
PM 95 28 19 12 
 (CC) CINAHL Complete, (EB) EBSCOhost, (EI) Emerald Insight, (ML) Medline (Ovid), (PM) PubMed   
 
The research question aimed to include patients that had been diagnosed with 
CHD. One study explored motivational traits of one of the risk factors of CHD, 
obese, weight loss patients. The author decided it wasn’t accurate nor precise 
enough, as far as study subject inclusion to this review.  
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Total number of studies accepted to this stage of review equals to 16. From 
these studies 2 were systematic reviews, 9 questionnaires from which 2 were 
qualitative and 7 quantitative type, 2 randomized control trials, 2 cohort 
studies and 1 case-control study.  
 
6.5 Critical appraisal 
 
Critical appraisal is a term used to describe the process of finding out whether 
a study has been conducted in the best way possible. Appraising a study is a 
mean to assess its quality and relevancy. It is an essential part of a literature 
review. In principle, according to Aveyard (2010), “…all of the published material 
you use in your literature review should be critiqued for its relevance and for its 
strengths and limitations.”  
There are several critical appraisal tools that can be found in the internet. For 
the purpose of this review, CASP checklist (CASP 2014) was chosen. The 
rationale behind the decision is that CASP checklists have been specialized for 
the majority of different research methods, the kind that are found in this review. 
CASP checklists include ten to eleven questions that address the validity of a 
study systematically critiquing the content. An example of a CASP checklist can 
be seen in Appendix 2. 
Each of the studies were checked for their validity using this checklist to see if 
they included a clear purpose, precise descriptions of the study method and 
sample collection. The studies had to include the result and conclusions added 
with possible limitations. Peer review was not necessary during the data search 
but provided an extra amount of validity. 
The studies included in this literature review were fairly from around the world 
but mainly concentrating on western developed countries such as the UK, 
United States and also Asian-Oceanian countries like Australia and Japan. This 
could pose a bias with the results limiting to countries with better healthcare 
systems and not providing a full perspective concerning for example differences 
in culture and customs.  
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The study population on the other hand ranged from less than 10 to large scale 
follow-up studies with more than a thousand participants. Surely, it is fair to state 
that studies with large samples may provide more accurate results. Data 
collection methods may on the other hand prevent more personalized and 
individual results. Self-survey questionnaires are easy to send out to the 
patients but could provide results that are a bit biased. Patients may give 
answer that make their adherence and dietary changes look better than in 
reality they are. Interviewing patients takes more time and could provide 
answers that the patients think the interviewee wants to hear. 
The studies provided fairly detailed explanations on the course of the process 
using statistics and even quotes where it was possible. These individual 
quotations provided an interesting and personalized look on the subject.   
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7 RESULTS 
 
16 studies that were analyzed for this literature review seemed to fold into two 
major categories. The majority of researches studied the effect of patient 
education and patient knowledge to adherence to dietary changes suitable for 
a patient with CHD. Some studies concentrated on the personal and 
characteristic traits of the patients. 
 
7.1 Enabling factors 
 
A very important part of lifestyle change is modifying learned behavior. This 
includes changing what a person chooses for their nutrition and in cardiac 
rehabilitation, dietary changes are found to be somewhat challenging. In a small 
scale study, it was found that driving forces for dietary changes were fear of 
death, determination and self-control (Doyle et al. 2012). Motivation and self-
efficacy are important factors in a process of change. Motivation was observed 
to be an important factor in a literature review that addressed the effects of 
motivational interviewing (Thompson et al. 2011), as well as a study that 
concluded that changing the patients’ readiness to change through self-efficacy 
and emotional representation correlated with dietary adherence (Platt et al. 
2014). 
Positive effects of support were also observed in another study were patients 
who attended meetings with a cardiologist or a general practitioner were more 
likely to attend cardiac rehabilitation compared to those patients that did not see 
their doctors regularly. (Hyun et al. 2016.) Not only support from healthcare staff 
but also peer support was found successful in adherence to lifestyle changes. 
A web-based support site was tested to see if patients that got peer support 
from other website users would be more compliant to lifestyle changes. This 
indeed happened. (Schweier et al. 2014.) Even though the study used only 
patients self-reported results, it provides a great opportunity for future 
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implications. Social support from family members was also found to give 
patients better possibility to succeed (Yehle et al. 2012). 
Patient education seemed to have effect on a successful lifestyle change. Two 
studies showed that providing information to the patient increased adherence 
to the cardiac rehabilitation program (Tawalbeh et al. 2014; Dale et al. 2015). 
Alongside with the results was also a literature review which suggested that 
therapeutic patient education would increase adherence supporting the two 
aforementioned studies (Laburnee et al. 2012). While these positive results 
were only observed for a 3-month period, plateauing at 6-month follow-up (Dale 
et al. 2015) and 1-month follow-up (Tawalbeh et al. 2014) it shows that more 
knowledge gives more positive results. In Germany on the other hand, a cohort 
study observed that patient adherence was still good after three years since the 
rehabilitation (Twardella et al. 2006). Another study to back the claim that 
educating a patient enables them to adhere better concluded that the most 
educated part of patient dietary education was obeyed the most (Bruckert et al. 
2012). Similarly, two of the most influential factors for dietary adherence were 
group diet classes and individual diet counseling (Turk-Adawi et al. 2013). 
Somewhat same results but for longer period of adherence were found in a 
French study where two study groups took part in a nutritional survey six months 
after cardiac rehabilitation program (Froger-Bombas et al. 2009). Kitagawa et 
al. (2012) found out in their questionnaire a relationship between perception of 
one’s health and sustainability of better lipid values through medication, diet and 
exercise. There seems to be a better chance of lowering CVD risks for patients 
with proper patient education (Athyros et al. 2011). This goes to show that with 
more information a patient might be more equipped to better results in lifestyle 
changes.  
 
7.2 Preventing factors 
 
On the opposite side there were three negative forces to dietary adherence that 
Doyle et al (2012) found. They were the need for additional support, lack of 
willpower and poor recall of information. Some patients felt that they needed 
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more support especially from the healthcare staff. Lack of willpower seemed to 
hold some patients back from going through with their change. Also poor recall 
of information did not facilitate their success. Patients had a hard time 
remembering parts of dietary education that they had received during a cardiac 
rehabilitation program. Another study concluded similar results with the lack of 
information preventing successful adherence to dietary changes (Chaturvedi et 
al. 2016). 
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8 DISCUSSION 
 
This literature review suggests that there are factors that can affect patient’s 
dietary adherence positively. With information about the condition, illness 
perception, ways to manage and improve the quality of life there is a greater 
probability to get an individual with CHD realize the potential benefits of 
changing their lifestyle as well as keeping to the diet. One might think that the 
only tools for healthcare staff would be simply informing and educating the 
patient about how one should apply healthy ways of living but there is also a lot 
of psychology involved in the process. A patient that has experienced a 
myocardial infarction might deal with a lot of emotions ranging from confusion 
to fear of death. Patient education is therefore also a matter of timing. Some 
people might be very alert of the new information and some might be in denial. 
Adherence to diet also seemed to decrease after discharge from hospital. This 
may imply that when patients are surrounded by healthcare staff they are much 
compliant to rehabilitation. This highlights the importance of support coming 
from patient’s close ones. Peer support systems may be an effective and cost 
effective way of motivating and providing support to a patient outside a hospital.  
A lot of the studies in this review only addressed dietary adherence a few 
months after a discharge or the baseline period of the research period. There is 
still a need for more studies on how patients are able to adhere to lifestyle 
changes after a longer period of time, possibly when the symptoms have been 
diminished to a level where they no longer provide motivation for healthier 
lifestyle. These studies of coronary heart disease patients were mostly very 
small scale studies. 
There is no knowledge of conflict of interest with this review. 
This literature review had some limitations. Firstly, there was only one 
researcher doing this review. This may expose the work for errors due to 
possibility of bias during the data search. This review process was not funded 
and therefore only free studies were used. This greatly compromises the validity 
of the review limiting the access to all possible studies. To make this review as 
up-to-date as possible the search was done for studies made in the past 
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decade. There is no knowledge on behalf of the author if there has been made 
similar studies much earlier than year 2006. 
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9 CONCLUSION 
 
In conclusion, sustained dietary adherence is a combination of educational 
factors provided by the healthcare workers through different cardiac 
rehabilitation programs as well as patient’s personal characteristics, beliefs and 
attitudes. Patient’s motivation can be increased using these programs 
effectively to some extent. Also providing social support to the patient, whether 
it be from healthcare professionals, other patients or family members serve as 
a strengthening aspect that may likely produce positive effects. 
As far as preventing factors, lack of motivation presented by low self-restriction, 
willpower, social support and possibly depression is a major part of the 
psychological process that patients with CHD may go through.  
Finally, there are some propositions by the author for future studies that could 
address the following subjects: How do patients with coronary heart disease 
adhere to healthy diet in longer period of time? Also, what form of support do 
patients feel is the best way of supporting lifestyle change? 
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11 questions to help you make sense of a trial 
  
How to use this appraisal tool  
Three broad issues need to be considered when appraising the report of a randomised controlled 
trial:  
  
• Are the results of the trial valid?  (Section A)  
• What are the results?      (Section B)  
• Will the results help locally?     (Section C)  
  
The 11 questions on the following pages are designed to help you think about these issues 
systematically.  
The first two questions are screening questions and can be answered quickly. If the answer to both is 
yes, it is worth proceeding with the remaining questions.  
There is some degree of overlap between the questions, you are asked to record a yes, no or can’t 
tell to most of the questions. A number of prompts are given after each question. These are 
designed to remind you why the question is important. Record your reasons for your answers in the 
spaces provided.  
  
There will not be time in the small groups to answer them all in detail!  
  
These checklists were designed to be used as educational tools as part of a workshop  
  
  
©CASP This work is licensed under the Creative Commons Attribution - NonCommercial-ShareAlike 3.0 Unported License. To 
view a copy of this license, visit http://creativecommons.org/licenses/by-nc-sa/3.0/. www.casp-uk.net  
  
  
  
Appendix 2. CASP checklist. 
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(A) Are the results of the trial valid?  
  
Screening Questions  
1. Did the trial address a clearly focused issue?           Yes      Can’t tell    
No  
Consider: An issue can be ‘focused’ In terms of  
• The population studied  
• The intervention given  
• The comparator given  
• The outcomes considered  
  
  
  
 
  
2. Was the assignment of patients to treatments      Yes       Can’t tell   
No     randomised?      
  
Consider:  
• How was this carried out, some methods may 
produce broken allocation concealment  
• Was the allocation concealed from researchers?  
  
  
  
 
  
Is it worth continuing? 
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Detailed questions  
    
3. Were patients, health workers and study                   Yes         Can’t tell   
No     personnel blinded?    
  
Consider:   
• Health workers could be; clinicians, nurses etc  
• Study personnel – especially outcome assessors  
  
  
  
  
  
  
 
  
4. Were the groups similar at the start of the trial?       Yes       Can’t tell    
No  
     
Consider: Look at  
• Other factors that might affect the outcome such 
as age, sex, social class, these may be called 
baseline characteristics  
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5. Aside from the experimental intervention,                 Yes       Can’t tell    
No     were the groups treated equally?  
  
  
  
  
  
  
  
  
  
  
  
6. Were all of the patients who entered                        Yes        Can’t tell   
No     the trial properly accounted for at its      conclusion?   
  
Consider:   
• Was the trial stopped early?  
• Were patients analysed in the groups to which  
they were randomised?  
  
  
  
  
  
  
(B) What are the results?  
  
7. How large was the treatment effect?          
  
  
8. How precise was the estimate of the 
treatment effect?  
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Consider:  
• What outcomes were measured?  
• Is the primary outcome clearly specified?  
• What results were found for each outcome?  
• Is there evidence of selective reporting of outcomes?  
  
  
  
  
  
  
  
  
  
  
  
  
  
Consider:  
• What are the confidence limits?  
• Were they statistically significant?  
  
  
  
  
(C) Will the results help locally?  
  
9. Can the results be applied in your context?                     Yes      Can’t tell    
No             (or to the local population?)       
Consider:  
• Do you have reason  to believe that your 
population  of interest is different to that 
in the trial   If so, in what way?  
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10. Were all clinically important outcomes                           Yes      Can’t tell    
No considered?     
  
Consider:   
• Is there other information you would like 
to have seen?  
• Was the need for this trial clearly 
described?  
  
  
  
 
11. Are the benefits worth the harms and costs?                Yes      Can’t tell    
No  
Consider:  
• Even if this is not addressed by the trial,  
what do you think?  
  
  
 
 
 
